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Fig. 1.—-Specimen of skull showing bone destruction due to 
chronic inflammation at the apex of the upper second bicuspid 
bearing the gold crown. 


oe is made, such chronic diseases sometimes devel- 
vspapets OP under the very eyes of the general practi- 
tment 0 


tioner of dentistry. But these conditions which 
are just the ones which so frequently are the 
cause of obscure symptoms in neighboring parts 
or foci of somatic diseases. A review of the 
pathology and diagnosis of chronic diseases of the 
oral cavity should, therefore, be of interest to 
both the stomatologist and the physician. 

1. Chronic Infection of the Jaws. 

Chronic infection of the jaws may be the ter- 
mination of an acute type, but more often they 
“cur independently, developing and growing 
without giving symptoms or discomfort. Two 
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classes may be distinguished, the circumscribed 
and diffuse forms. The circumscribed forms are 
common and receive special names in dental 
nomenclature, according to their development or 
cause. 


A. Chronic Alveolar Abscess. This is the 
condition which follows the acute abscess or old- 
fashioned gum boil. It is due to neglect or un- 
successful treatment and we frequently find 
sinuses on the face or in the mouth which are, 
as a rule, the only indications of the lesion. The 
discharge of pus may be more or less marked, 


Fig. 2.—Case of Mr. F., showing a_ periodontal cyst of the 
lower jaw, originally caused by the first molar, which had been 
extracted. A small piece of the root is still left in the cyst. 


sometimes stopping and then becoming greatly 
aggravated. The sinus cannot be closed success- 
fully unless the cause of the chronic abscess is 
removed and this is usually a tooth with a dis- 
eased pulp or a necrotic root end. 

B. The Dental Granuloma or Blind Abscess, 
one of the most common fornis, is a reaction to a 
mild injury, causing an inflammatory prolifera- 
tion of the peridental membrane. It is charac- 
teristic of the lesion to start and continue to grow 
for a long time without the patient’s knowledge 
and without symptoms of inflammation. The 
granuloma, which grows in the cancellous part of 
the bone causes a carious condition, illustrated 


¢ 
they = 
rming, 
abscess 
OVE: 
> from 
weeks 
age 
er and | 
ith 
vith no 
two off 
nd one 
| 
: 
4 
| 
2 
| 


$2 THOMA—DISEASES OF THE MouTH APRIL, 
in Fig. 1. It is attached to the end of the tooth root localized; and if we consider the frequent occur- 

and surrounded by a fibrous capsule, through rence of dental infections involving the jaws it is - 
which a great many blood vessels pass. The surprising how rarely one encounters a case oj - 
inner part is made up of inflammatory granula- diffuse osteomyelitis. Such a condition, affecting _ 
tion tissue (fibro-blasts and vascular endothe- the mandible, is well exemplified in the following Sep 
lium), infiltrated by a large mass of plasma cells case (Fig..5): The patient, Mrs. L., a woman 2 we 
and a smaller number of leucocytes, lymphocytes, years old, married and doing housework, hai) and 
eosinophis and mast cells. (Fig. 2.) Epithelium been in perfect health. December 24, 1915, thy hea! 
may be found proliferating through the granu- patient had a tooth capped by her dentist. Dep °°“ 
loma (Fig. 3), due to the inflammatory stimula- cember 26 the tooth was extracted by another -_ 
tion of epithelial remnants from the enamel dentist on account of an abscess. December % ton 
organ. One or more places may be found where patient went to hospital and received palliative ae 
necrosis occurs. Polymorphonuclear lympho- treatment. January 18, 1916, she complained oj ™ 
cytes then accumulate in large numbers and, if pain in the lower jaw, inability to open her mouth) A: 
the destructive process becomes extensive, an and soreness of the teeth. Temperature 99.5° F, j Bere 
outlet to the surface or sinus is formed and the Examination revealed that the only teeth of th) 28! 
condition is evidenced in a sub-acute attack. mandible present were the front ones from th) WS 
movi 

wou! 

cyst of the Fig. 4.—Case of Mrs. L., showing osteomyelitis of the mandible. 
(Fig. 3.) Other retrograde processes are often left lower first molar to the right lower secon} swelli 
observed in the blind abscess or dental granu- bicuspid. All these teeth were extremely loos) gradu 
loma, such as fatty degeneration, hyalin forma- and there was evidence of the right lower firs) norma 
tion and, in old granulomata, cholesterin forma- 
tions, which can be recognized by the rhomboid ee Ge ae 
spaces left by the crystals, which dissolve during COMdition. Roentgenograms showed a large au freque 
the hydration in alcohol. These lesions seldom beneath the socket of the extracted right lowe from 1 
spread to neighboring teeth, but occasionally molar, whence it extended around the chin to ss | of act 
grow into periodontal cysts of large dimensions. other side of the jaw. Two Wasserman tes ‘which 
Toxins and bacteria are absorbed and clinical evi- WeTe negative. I operated January 20, extract genera 
dence is at hand to prove that various somatic all the loose teeth and curetted the entire ca depres 
diseases are due to blood-carried infection or in- C¢llous part between the cortical plates, removi™)) quite ¢ 
toxication. The root end most always becomes Many small sequestra. The wound healed ) be cau 
necrosed and is often partly absorbed, as seen in ‘apidly. Two more small pieces of bone we) teeth, 
Fig. 4. This increases the chronicity of the dis- expelled later. March 2 the patient returt) cases 
ease and is the reson why medicinal treatment with swelling and pain on the left side. Anothé follow 
of such teeth is most always a failure. Wasserman test made at this time was negat'™ teeth y 
Diffuse Osteomyelitis of the Jaws. Fortunately A new set of Roentgenograms showed that he teeth, - 
the infections of the jaws almost always remain ing was taking place on the right side, but th) and it 
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the process of disease had involved the left side 
extensively. I operated on this side March 3, and 
from then on the healing continued normally. 
September 18 two more smalJl sequestra became 
evident, one of which I removed from the mouth 
and one from the submental region. The wound 
healed by first intention. November 25 an abscess 
seemed to point at the left angle of the lower jaw, 
where there was also considerable callous forma- 
tion. By incision and exploration I removed a 
small sequestrum, but the sinus continued to dis- 
charge. 

Another set of Roentgen pictures showed a 
normal condition everywhere except at the left 
angle of the jaw, where another small sequestrum 
was found in the middle of the bone. This I re- 
moved, excising the sinus and closing the 
wound, which healed by first intention. ‘he hard 


Fig. 5.—Dental granuloma at the apex of a root showing necrosis 
of the root end, involving both the cement and the dentine. 


swelling on this side of the jaw disappeared 
gradually, so that the outline of her face is again 
normal. 

Chronic Maxillary Sinusitis. Maxillary sinusitis, 
especially in its chronic form, occurs much more 
frequently than is supposed. Patients seek relief 
from the discharge of pus and other symptoms 
of acute inflammation, but the chronic disease 
which manifests itself more indirectly by poor 
general health, loss of weight, toxemia, mental 
depression, arthritis, or other focal infections, is 
quite often overlooked. Maxillary sinusitis may 
be caused by either diseases of the nose or of the 
teeth. According to Brophy, about 75% of the 
Cases are due to dental infection, and usually they 
follow the occurrence of alveolar abscesses on the 
teeth which are in relation with the sinuses. The 
teeth, therefore, should always be investigated, 
and it should be kept in mind that diseases of 


the nose may be only an exciting cause, activat- 
ing an old and chronic condition. 


The upper molars’ and bicuspids should be 
roentgenographed in cases of maxillary sinus- 
itis, and the dentist, in turn, should advise his 
patient to have the sinuses investigated should 
he find suspicious conditions in films of the upper 
teeth. 

| Case Reports. 

1. Patient—Mr. W. W. C. 

History—Pain in zygomatic and infraorbital 
region and discharge from right nostril. A frontal 
Roentgen plate showed radiopacity of the right 
antrum. ‘The cause was ascertained by a film 
which showed radiolucent areas on two roots of 
the upper first molar, indicating abscesses. 


Fig. 6.—Dental granuloma at the apex of a root. Specimen 
stained with Mallory’s Phosphotungstic Acid, Haemotoxylin stain. 
Note the fibrous capsules surrounding the granuloma and several 
places where necrosis has occurred. 


Operative Findings—The antrum was filled 
with polypoid growth, the bone over the molar 
being entirely necrosed. 

2. Patient—Miss G. W. 

History—Complains of bad .taste 
pharynx, but no pain whatever. 

Roentgen Examination—Intraoral films show 
many teeth with evidences of root canal work 
and radiolucent areas, indicating abscess condi- 
tions, which extend to the maxillary sinus. A 
frontal plate shows radiopacity of the right 
antrum. 

Operative Findings.—Large necrosed areas were 
found in the upper jaw and the mucous membrane 
of the antrum was covered with granulations. 

3. Patient—Mrs. H. K. 

Roentgen Examination—Routine Roentgen ex- 
amination shows many diseased roots in the upper 
jaw and radiopacity of the maxillary sinus. 
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Operative Findings.—The bone forming the floor 
of the antrum was necrotic, the antrum being com- 
pletely filled with polypoid growths. 

4. Patient—Miss A. P. 

History.—Patient was in poor health and was 
referred by her dentist for extraction of the left 
upper molar. After extraction of the tooth a 
probe could be passed into the antrum. 

Roentgen Examination—The previously taken 
films of the teeth showed a large radiolucent area 
on the roots of the upper first molar. All three 
molars were devitalized. A frontal plate taken 
immediately after the extraction showed radio- 
pacity of the left maxillary sinus and a cyst of the 
right maxillary sinus. 


Fig. 7.—Dental granuloma at the apex of a devitalized tooth. 
This is a case which may develop into a cyst. Note the epithelium 
lining the small lumen and the effort of the epithelium to prolifer- 
ate over the large lumen. Also note the many cholesterin spaces. 


Operative Findings.—The left antrum was filled 
with polypus granulation tissue. 

5. Patient—Miss M. L. 

History.—Patient was in a run-down condition 
for a considerable length of time. Had been under 
her physician’s care for some time, but did not 
improve. 

Roentgen Examination.—Showed indications of 
many pus pockets and abscesses in the right upper 
jaw. Frontal plate showed involvment of antrum. 

Result of Operation—After removing teeth and 
treating antrum the patient improved rapidly. 

6. Patient—Mr. D. G., aged 34 years. 

History.—Five weeks before he came to me he 
started to have rheumatic swellings and pains in 
the knees. The shoulders were next attacked, 
and after a short time all the large joints became 


involved. He was ordered to take electric baths) 
which he did, but with no apparent effect. When 


he was referred to me he was walking on crutches 
and was in great pain. There was no pain at all 
in the mouth or face. 

Roentgen Examination—Showed radiolucent 
areas indicating abscesses on an upper incisor 
and upper molar. The antrum was suspected 
and when a picture taken showed it to be radio. 
paque. 

Operative Findings—The antrum when openet 
was found to contain inflammatory granulatio 
tissue, caused by the tooth which was extracted. 


Result of Operation—Patient first suffered exp 


acerbation, due to the surgical auto-innoculation 


Fig. 8.—Dental granuloma at the apex of a root, Speci 
stained with Haemotoxylin eosin. Note the epithelium on 
right side of the picture and the sinus filled with pus cells, cause 
by a subacute attack. 


and had to stay in bed for a few days, not beinih 


able to use his joints. He then began to improve 


. 
and after seven weeks was entirely rid of 2 


arthritic symptoms. | 

3. Cysts. We distinguish two types of cysts @ 
the maxillary bones—dentigerous and perodont 
cysts. 

A. Dentigerous or Follicular Cysts are of cot 
paratively rare occurrence and are caused by the 
tooth follicle of an unerupted, impacted, supe 
numerary or misplaced tooth or tooth get 
They may contain one or many well-formed tect! 
or rudimentary tooth masses, or they may ™ 
formed from the enamel organ without a to 
being developed. They contain no pus unles 
infected through an opening into the oral cavit! 

Periodontal or Radicular Cysts. These 
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cysts of inflammatory, infectious origin and are 
usually formed by an epitheliated dental granu- 
loma. Epithelial remnants of the enamel organ, 
which are normally found in the periodontal 
membrane, have a tendency to proliferate when 
stimulated by chronic inflammation and are apt 
to grow over the inside surface of the granuloma 
(Fig. 6). Exudates accumulate in the lumen, and 
as they increase the cyst grows at the expense of 
the bone. A Roentgen picture will indicate a 
cyst clearly, showing a large radiolucent area, 
usually connected with a tooth, which is devital- 
ized or has a diseased pulp, sticking into it. Mul- 
tilocular cysts start in a similar manner. They 
may Originate either from the formation of cysts 
on more than one tooth, or from the development 
of cysts in various medullary spaces of the cancel- 
lated part of the bone, the fluid accumulating and 
extending them, leaving bone lamellae between. 
Periodontal cysts are sometimes found uncon- 
nected with a tooth root, but in such cases the 


guilty tooth may have been previously extracted, 


the cyst having escaped notice, or there may have 


_ been only a granuloma at the time of extraction, 


which later grew into a cyst. I have observed 
many interesting cases of such cysts, of which I 
shall cite two typical ones. 

The first, a man about 30 years old (Mr. G.), 


complained of a tender place on the outside of 


the face, which he noticed especially when shav- 


_ ing. The Roentgenogram is shown in Fig. 7. 
_ The operation disclosed a cyst filled with pus 
_ containing cholesterin and lined with a mem- 


brane which was covered by epitlelium. It was 
found between the two bone plates, but the outer 
plate had a hole in it, as shown in the Roentgen 


felt the tenderness. 

In another case, that of a Mr. F., the patient 
was unusually well until about a year before he 
came to me, when he broke down after a severe 
attack of grippe, the symptoms being those of 
nervous collapse. He was in the South for two 
months and then returned to work. Was exam- 
ined at Johns Hopkins University and was 
obliged to give up work again and take a month’s 
vacation in the mountains. While there he had 
some palpitation and dyspnea and evidently was 
very anemic. For some years he suffered from 
hemorrhoids and on Aug. 17, 1916, was operated 
on by Dr. Chittenden Hill. At this time the 
blood examination was as follows: 


Smear showed slight degree of achromia. On 
Aug. 28 the blood count was: 


85% 

6,000 

On Sept. 18 the blood count was as follows: 

85% 

7,000 


The patient at this time had recovered from 
the operation entirely and seemed in much better 
general health. The white count, however, seems 
to have increased again and the red count to have 
decreased. A Roentgen examination on Sept. 18 
showed a large periodontal cyst of the jaw and 
abscesses about the roots of two more teeth. 
About 16 years ago the patient had an acute 
abscess on the left lower first molar, which had 
to be extracted. The abscess was apparently left 
in the jaw and grew into the present cyst. After 
opening into the cyst pus, which apparently was 
under pressure, escaped at once. The bone cavity 
was lined by the usual cyst sac and contained the 
tip of the root of the first molar. I operated on 
Oct. 4, and on Oct. 11 Dr. IS .A. Locke’s report 
shows the following blood count: 

92% 

The patient was seen again eight months later, 
when he reported that he had been perfectly well 
ever since. 

The relation of these lesions to the general 
health of the patient is not in the scope of this 
paper. A large number of careful clinical obser- 
vations have proved, however, that many somatic 
diseases are due to focal infection. The mouth is 
one of the important parts of the body where 
such foci occur, and it is essential to understand 
the chronic oral lesions. Their recognition, treat- 
ment and prevention becomes more possible by 
appreciating their etiology, their histo-pathologic 
picture and their Roentgenographic appearance. 

43 Bay State Road. 


A MepicaL Patron. 


It was not in vain that Froude, the historian, labored to 
present Henry VIII as one of the most broad minded, 
sagacious, and just, though arbitrary, rulers of England, 
when we consider the efforts of this monarch in behalf of 
scientific medicine. Despite the fact that his vanity was 
great, his desires brutal and vicious, his tastes sensual, his 
religion selfish and fickle, he was withal a great monarch, 
and history cannot but help accord him a place among the 
world reformers. Henry VIII was a most progressive 
patron of medical science and was really the father of the 
movement which led to the formation of army and navy 
medical departments as we know these organizations to- 
ee D. Kine, M. D., in The New York Medical 

ournal. 
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MORULAR OVARIAN NEOPLASMS; THE 
SO-CALLED OVARIAN DERMOID 
CYSTS; A BRIEF LITERARY 
REVIEW, INCLUDING THE 
REPORT OF A CASE. 


J. B. Luxins, M. D., 
LouIsvIL_e, Ky. 


Ambiguous, indefinite and inexact expressions 
are not infrequently encountered in medico-sur- 
gical nomenclature; and particularly does this 
seem to be true concerning the descriptive and 
so-called combining terms commonly utilized in 
attempted elucidation of uncertain histo-patho- 
logic characteristics. In discussing pathology 
one should be exact if possible; and it is stated 
without the least fear of successful controversion 
that any word with the suffix “oid” (which lit- 
erally interpreted merely signifies resembling, 
similar, or like), wherever and however employed 
in describing histo-pathologic peculiarities, is 
distinctly unscientific and incorrect. Inasmuch 

as all three germinal layers are represented in 
complex ovarian neoplasms, the term morular or 
blastodermic is suggested as being scientifically 
exact, it should supplant the words dermoid and 
dermatoid. 
. The term “dermoid,” in connection with neo- 
plastic formations, appears to have been intro- 
duced in 1852 by Lebert, who applied this name 
to all cystic tumors having a lining wall resem- 
bling in structure the external skin. However, 
the suffix “oid” to denote various other histo- 
pathologic characteristics has been in common 
use for centuries; thus the words chancroid, 
epitheloid, “rheumatoid,” epidermoid, mucoid, 
fecaloid, ‘“neurasthenoid,’ cancroid, cheloid, 
teratoid, and many others equally inexact are 
familiar to every reader of both ancient and mod- 
ern medical literature. 

For the purpose of discussion morular or 
blastodermic neoplasms may be divided accord- 
ing to their pathologic anatomy into two distinct 
groups: (1) simple, and (2) complex. The for- 
mer are usually small, superficially situated, and 
contain sebum, serum, oily fluid, and rarely cal- 
careous material. The latter group, which in- 
cludes ovarian neoplasms, may attain censider- 
able size, and in addition to sebaceous matter 
may contain many other apparently extraneous 
substances, such as bone, cartilage, teeth, hair, 
muscle and nerve fibers, portions of various vis- 
‘cera, etc. As this paper refers especially to com- 


plex neoplasms, the simple type need not be fur- 
ther discussed. 

Etiology—The chaotic state of 
knowledge concerning the pathogenesis of va- 
rious degrees of developmental error represents 
an unfortunate but inevitable heritage. In the 
very nature of things it could not have been 
otherwise, since neither the critical eye of the 
physiologist, the clinician, the pathologist nor 
the microscopist has yet been able to visualize 
the intricate amitotic, cytogenic or karyokinetic 
mutations incident to progressive embryonal de- 
velopment ; nor will the observation of these phe- 
nomena be possible until the artificial develop- 
ment of the human ovum becomes a fact instead 
of a fanciful physiologic dream. 

Many ingenious and more or less visionary 


hypotheses have been evoked in the attempted) 
explanation of the development of morular or) 


blastodermic ovarian neoplasms; and while as 


already indicated there is yet no consensus off 
etiologic opinion, an epitomé of a few of the the) 


oretical assumptions may be interesting. 


It was at one time believed the presence of a) 
teratomatous or so-called “dermoid” ovarian tu) 
mor was positive proof of unchastity upon the) 


part of the possessor; in other words, the ide 


prevailed that development of a neoplastic for) 
mation of this type was impossible in the aby 


sence of a maturated ovum. The fallacy of this 


hypothesis later became apparent by the demon} 
stration of such neoplasms at operation and at) 
necropsies upon females too youthful to con) 


ceive, and by the fact that similar neoplasms 
were also found in males. Numerous examples 
have been recorded in girls less than seven years 


old, and a smaller number in younger individ) 
However, the majority of such neoplasms) 
are encountered in females between twenty any 


uals. 


forty-five years of age. Although the neoplasti 


elements are certainly present at birth, no un) 


derstandable reason has yet been evolved for tht 
delay in their development. 


Waldeyer and others suggested a more or les} 
novel explanation of the origin of morular ove, 


rian neoplasms. It was contended that normd 


epithelial ovarian cells 


intercurrence of spermatozoa, might undergo 
parthogenetic development, during which the 
furnished—in the direction of imperfect embry 
onal development—products different fron 
themselves. Just what constitutes the “certai 
circumstances” which induce the alleged parth 


existing 


(undeveloped ovum) 
cells?) under certain circumstances, and withot! 
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genetic development does not appear to have 
been satisfactorily explained. Moreover, the 
parthogenetic theory fails to explain the develop- 
ment of such neoplasms in organs and tissues 
other than the ovary. “Epithelial cells cannot 
produce bone; and teeth only grow from a mat- 
rix of cells producing their essential histologi- 
cal parts,—dentine, enamel, and cementum.” 
(Senn.) 

Lefert sought to explain the genesis ot morular 
ovarian tumors upon the hypothesis of “plastic 
heterotopia,’ and claimed that simple or com- 
pound cysts might be found in the most complex 
organs or in any part of the body which nor- 
mally did not contain any of the histologic ele- 
ments composing the neoplasm. This theory is 
mentioned merely to suggest that it seems ab- 
solutely untenable. 

Duval and Repin contended there was a spe- 
cial type of ovular degeneration which produced 
epithelial proliferation of the ovisac and the pro- 


plasms. This theory also fails to explain the 
development of such tumors in organs and tis- 
sues other than the ovary. 


Many authors believe that during embryonal 


life “the external integument becomes ‘pinched’ 
_and the part thus caught may be compared to 


a glove finger turned inside out; the external 
aspect becomes internal; and we know it is in 
the inside of the cyst that the cells undergo their 
evolution and desquamation.” (Cumston.) This 
is virtually the theory of extraneous inclusion of 
embryonal fragments which has been tentatively 
accepted as correct by the majority of observers. 
The theory of Verneuil which presupposes im- 
perfect closure of the branchial or visceral arches 
is of more than passing interest in this connec- 
tion. 


The so-called “nodal-cell” hypothesis advanced 
by Bard, were it susceptible of demonstration, 
might explain the development of complex neo- 
plasms in any part of the body. He claimed there 
were always present “in the midst of our tis- 
sues” embryonal cells which might “split up and 


| give rise to the various types of tissue the germs 
ovum: 


of which they contained,” such as muscle, epi- 
thelium, etc. 


According to Cohnheim there are numerous 
embryonal tissues contained within the struc- 
tures of the body, not utilized during develop- 
ment, and these may give rise to all types of 
simple and complex neoplastic formations. This 


theory of the origin of tumors has enjoyed con- 
siderable popularity during recent years, and 
many pathologists have urged its general accept- 
ance. 


Senn says a teratoma is a tumor composed of 
various tissues, organs, or systems of organs, 
which do not normally exist at the place where 
the tumor grows; in the simpler varieties the 
tumor is composed of heterotopic tissues, such 
as bone, teeth, skin, mucosa, etc. All such tu- 
mors are congenital, i. ¢e., the neoplasm either 
exists at birth or the individual is born with the 
essential tumor matrix; a teratoma never arises 
from a matrix of post-natal origin. A tumor 
composed of a single representative histologic 
element may start from a matrix of post-natal 
origin; but the more complicated matrix of a 
teratoma has invariably a congenital origin, and 
is produced in the embryo by errors of growth 
and by displacement of tissue by inclusion. One 
of the strongest arguments in support of the 
correctness of Cohnheim’s theory concerning the 
origin of tumors is furnished by the teratomata. 
Maas succeeded in producing “dermoid” cysts 
artificially in animals by implantation ot “derm- 
oid” fetal tissue. He produced “dermoid” cysts 
in young rats by introducing into the peritoneal 
cavity pieces of skin and parts of limbs of new- 
born of the same species. After two and a half 
months he found small cysts containing pus, 
cholesterin, and hair. The lining of these cysts 
was composed of tissues representing all the his- 
tologic elements of true skin. The endogenous 
skin teratoma is the most frequent form of fetal 
inclusion. Portions of the embryonal skin be- 
come buried in the mesoblast and are isolated by 
constriction from the skin, and serve later as 
matrices for “dermoid” tumors. In many en- 
dogenous teratoid tumors the matrix, derived in 
similar manner, has a more complicated struc- 
ture, and from it develop teeth, bone, portions of 
the alimentary canal, etc. In such manner origi- 
nate, in the interior of the skull, tumors contain- 
ing striated muscular fibers and teeth. (Senn.) 


Cumston observed as to “the actual knowl- 
edge that we possess regarding ovarian derm- 
oids, I would say that they are congenital neo- 
plasms having an uncertain pathogenesis, and 
that the theory of inclusion is probably the cor- 
rect one; these cysts are more or less aged’ em- 
bryonal débris, according to the complexity of 
the tissues entering into their structure.” 


(To be continwed.) 
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UTERINE MYOFIBROMATA. 
By J. A. O. Brennan, M.D., 
LovulISvVILLE, Ky. 


The title selected for this paper may seem ob- 
jectionable, inasmuch as it is claimed by certain 
authors that every neoplasm containing myo- 
genous structure should be classified as a myoma 
regardless of the presence of fibrous tissue 
“Fibrous tumors which contain muscular fibers 
should be classified with the myomata, and not 
with the fibromata, as the muscle fibers consti- 
tute, from a histogenetic standpoint, the essen- 
tial part of the tumor. Fibrous tissue is always 
present in varying proportions, and often is so 
abundant as almost to obscure the essential 
tumor tissue.” (Senn.) ' 

Myoma was first described as a distinct type 
of neoplasm by Virchow; it was called muscular 
tumor by Vogel; such neoplasms were subdivided 
by Zenker into: (a) myoma-striocellulare, and 
(b) myoma-levicellulare, according to whether 
the muscular fibers were striped or unstriped. 
From a clinical standpoint, intricate histologic 
subdivisions are unnecessary and confusing, but 
may be interesting for the purpose of histo-path- 
ologic investigation. Personally I think it ad- 
visable to retain the combined designation “myo- 
fibroma” to represent neoplastic formations com- 
posed of both myogenous and fibrous tissues, 
although it is recognized this may be contrary 
to the latest histologic teaching. In any event, the 
term myofibroma seems more expressive than 
other names which have been proposed. 

The favorite site for the development of myo- 
fibromata is the uterine wall, and upon anato- 
mico-pathologic and clinical bases the neoplasms 
may be described according to location as: (a) 
interstitial, (b) submucous, and (c) subserous. 
It must be remembered, however, that because 
of extension primary interstitial neoplasms may 
later become submucous or subserous in char- 
acter. While interstitial myofibromata most 
frequently originate either: (a) in the uterine 
wall near the utero-cervical junction, or (b) near 
the fundus uteri, they have been noted in other 
situations. The neoplasm may be either single 
or multiple, complicated or uncomplicated, and 
while more frequently encountered in women 


between twenty and forty, it may occur at any 


time. Cases have been recorded at the age of 
ten years (Biegel). 

Uterine myofibromata may early become en- 
capsulated, and extension is naturally in the 
direction of least resistance,—it may be either 


outward or inward depending largely upon tis 
sue resistance and location of the original neo. 
plasm. When it begins nearer the serous than 
the mucous surface, the growth is usually out 
ward, and vice versa. In either event the tumor 
may eventually become pedunculated. In 
stances are not unknown where pedunculate; 
neoplasms have finally become separated fron 
the uterus and formed temporary nutritional at- 
tachments to surrounding viscera, being then 
known as “wandering” or “migratory” tumors 
It is quite probable some of the myofibromat 
found attached to the broad ligaments at opera 
tion or necropsy were originally uterine tumor 
which had become pediculated, separated, ani 
eventually migrated to another situation. Primary 
intraligamentary myofibrormata are believed 
to be exceedingly rare, although it is recognized) 
that the broad ligament connective tissue con) 
tains unstriped muscular fibers. : 

The earliest stage of development of uterine] 
myomata has been insufficiently investigated) 
Runge traces the origin of such tumors to round) 
“indifferent” cells; Virchow, to a hyperplasia of 
existing muscular fibers. Kleinwachter fount} 
small myomata supplied with muscular pedicle} 
which he believed originated from blood vessels} 
As endothelial cells cannot be transformed intih 
muscular fibers, such a mode of origin is imp 
probable. (Seen.) “In the majority of cases 
the tumor no doubt springs from a matrix df 
myoblasts in the uterine tissue, while in excep} 
tional cases the tumor may start from a simila} 
matrix in the wall of blood vessels. The rounif 
cells which have been found within and in thep 
vicinity of recent myomata are _ fibroblasts, 
which always take part in the production of 
myofibroma.” 

In size and conformation uterine myofibromati> 
vary within wide limits, and their development} 
may be either slow or rapid, depending upon tht} 
vascular supply. In certain cases such neo} 
plasms have been known to exist many yeafs} 
without perceptibly increasing in size,. whereas} 
others have assumed huge proportions within af 
short time. In dense tumors composed largeljf 
of fibrous tissue, the pedicle is small and thep 
blood supply is exceedingly meager, hence theif} 
growth may be greatly retarded. On the other 
hand, the softer and more vascular tumors aft 
sometimes exceedingly rapid in development 
One removed by Walter had attained enormous 
size, weighing seventy pounds. 

It has been noted that small multiple myof 
bromata situated near the fundus uteri may exis 
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for a considerable time without inducing symp- 
toms indicative of their presence. On the con- 
trary, however, cervical tumors may cause alarm- 
ing clinical manifestaions. “Small myomata often 
produce a complexus of nervous symptoms fre- 
quently mistaken for hysteria.” Pressure of large 
neoplasms upon important nerve trunks may pro- 


duce intense pain in anatomic regions seemingly- 


remote. The so-called sciatica is a common 
symptom of uterine myofibromata, and patients 
have sometimes been treated for months before 
the cause of the pain was ascertained. The uterus 
is usually sensitive to manipulation and more or 
less displaced; vesical and rectal symptoms are 
sometimes pronounced because of pressure ef- 
fects; in multiple tumors the uterus exhibits an 
irregular or nodular outline upon palpation. 

In the presence of submucous tumors menor- 
thagia is a most prominent symptom, and later 
metrorrhagia may also supervene. In the inter- 


stitial and subserous types menstrual disturb-. 


ances are less frequently noted. Irregular uter- 
ine hemorrhage should always be regarded with 
extreme suspicion. It may indicate either 
myofibromata or malignant disease involving the 
cervical or uterine tissues. Painstaking physi- 
cal examination should be made at frequent in- 
tervals in every instance where the patient ex- 
hibits any decided menstrual irregularity ; in no 
other way is it possible for the attendant to ar- 
rive at a definite conclusion as to the causative 
lesion. Unsuspected small submucous tumors 
in the lower uterine segment may be revealed 
by digital investigation. 

Degenerative changes may occur in uterine 
myofibromata from edema produced by venous 
obstruction or from thrombosis, followed by 
ulceration, sloughing, infection, pyemia, and dis- 
solution. Cystic, fatty, hyaline, calcareous and 


myxomatous changes have been described. The 


greatest clinical danger, however, lies in the 
fact that myofibromata are prone to undergo 
malignant transformation. ‘The period at which 
malignancy may supervene cannot possibly be 
foretold, and no rule can be formulated to which 
numerous exceptions have not been noted. Men- 
Struation, uterogestation and parturition seem to 
increase the liability to uterine myofibromata, as 
do also abortions, injuries, and chronic uterine, 
tubal and ovarian inflammations. The trauma 
incident to criminal abortion is especially note- 
worthy in this connection. “Myoma of the 
uterus has never been observed as a congenital 
tumor.” 


The diagnosis of uterine myofibroma is not 
always so easy as one might suppose. “The 
progressive anemia which inevitably attends the 
repeated hemorrhages and bleeding myomatous 
tumors of the uterus, and the profuse offensive 
discharges caused by ulceration and sloughing, 
have often given rise to mistakes in diagnosis, 
prognosis, and treatment.” Small neoplasms 
may in rare instances remain clinically symp- 
tomless for an indefinite period and thus defy 
recognition despite the erudition ot the observer. 
It would seem that larger tumors which usually 
produce characteristic signs should involve no 
especial diagnostic difficulty, yet the converse 
is true and repeated physical examinations may 
be required to perfect the diagnosis. Valuable 
indicative evidence may be afforded by ausculta- 
tion; where uterogestation can be excluded, in- 
troduction of the uterine sound may enable one 
to differentiate small ovarian cystomata, inflam- 
matory tubal lesions, etc. Microscopic investi- 
gation of fragments of tissue removed by curett- 
ment may be necessary to establish positive dif- 
ferentiation between benignancy and malignancy 
in submucous neoplasms which have projected 
into the uterine cavity. In the interstitial and 
subserous types tissue fragments cannot be se- 
cured for examination without destroying integ- 
rity of the uterine wall. 

The differentiation between myofibroma and 
uterogestation sometimes entails the greatest 
difficulty, the attendant in his anamnestic and 
clinical investigation being not infrequently 
willfully and intentionally misled by the patient. 
For instance in certain cases the woman being 
desirous of a child may exhibit the usual: char- 
acteristic signs of cyesis, including mammary 
and uterine changes, yet careful examination 
will disclose a non-pregnant myofibromatous 
uterus. On the other hand, the patient may not 
desire a child and strenuously deny having sub- 
mitted herself to the process by which a 
terre filius might have been engendered, who 
exhibits none of the usual signs of cyesis except- 
ing slight uterine turgescence. which might en- 
sue from the presence of a myofibroma, and yet 
examination may reveal a pregnant uterus. In 
this connection, the observation is noteworthy 
that uterine myofibromata offer no certain bar 
to conception, and the greatest caution must be 
exercised by the attendant in both diagnostic 
and prognostic suggestions. Instances are nu- 
merous where unfortunate errors have occurred 
even in the experience of the most careful clin- 
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icians and surgeons, and many women have been 
subjected to celiotomy under the diagnosis of 
rapidly developing myofibromata, the operation 
revealing uterogestation of three or four months’ 
duration. In other instances under the positive 
diagnosis of existing cyesis the surgeon has re- 
fused to operate, when in reality the woman was 
non-pregnant and there was present a myofi- 
broma as proven by subsequent developments. 

Some of the other “affections that call for spe- 
cial attention in the differential diagnosis of 
uterine myoma are: Retroflexion, endometritis 
and parenchymatous metritis, hematocele, pelvic 
peritonitis, ovarian tumors, pyosalpinx and hy- 
-drosalpinx, chronic inversion of the uterus, retro- 
peritoneal tumors, and malignant tumors of 
the uterus” (Senn). 

While the development of uterine myofibro- 
mata may sometimes be arrested when menstru- 
ation ceases, it is the height of folly to inform the 
patient that with the approaching menopause she 
may expect the neoplasm to disappear. It is 
known that in some mysterious way such neo- 
plastic formations do sometimes become smaller 
in size, but the patient may be losing golden op- 
portunities by the delay. Complications usually 
accompany these tumors, and if not promptly 
treated by radical surgical intervention they are 
prone to undergo malignant transformation; but 
cases are frequently observed where someone has 
advocated rdentgenotherapy and even the use of 
radium, notwithstanding the tremendous expense 
of the latter agent. In selected cases markea 
improvement may accrue from these methods of 
treatmént, and even cures have been reported; 
but I believe the knife is the weapon of choice; 
and the earlier the operation is performed the 
better for the patient and the fewer complica- 
tions will be encountered with practically no 
cases of resulting malignant disease. 

The application of roentgenotherapy has been 
reported by some observers as predisposing to 
malignancy, but I am not in position to verify 
that statement. While cancer appears to be in- 
creasing, this may be explained by our present 
keener diagnostic ability. Microscopic examina- 
tion should be made of every neoplasm removed, 
otherwise I would not think of giving an opinion 
as to benignancy or malignancy. I have been 
sadly chagrined after predicting a benign tumor, 
to later see malignancy develop; and it is for 
this reason that I always insist upon careful 
microscopic examination. 

Although the x-ray and radium are advocated 


in many ailments, I have never been able to con- 
vince myself of the value of either in the treat- 
ment of uterine myofibroma, excepting as a pal- 
liative measure; and this may only delay per- 
manent cure by excision.* We are prone to be- 
come too enthusiastic over slight improvement 
noted in the treatment of disease by newer 
methods which are constantly lauded in the med- 
ical press. 

Myomectomy is now seldom practiced except- 
ing in young women who may later wish to con- 
ceive. In the majority of cases supra-vaginal am- 
putation will suffice, but when the cervix looks 
suspicious complete hysterectomy should be per- 
formed. The following case is interesting, yet 
terminated fatally ; the neoplasm was thought to 
be benign at the time of operation, yet proved 
to be malignant. 

Mrs. S., aged forty-five, had suffered pain in 
the back and along the thighs, and frequent uter- 
ine hemorrhages had persisted for many months. 
She had been twice married; no miscarriages nor 
abortions; no history of tuberculosis, lues, nor 
cancer. One child by first marriage living and 
in good health. The family physician had diag- 
nosed miscarriage, and during the year before 
the patient consulted me he had frequently 
packed the uterine cavity, and had given her lo- 
cal treatments of various kinds. 

Physical examination disclosed the presence 
of a uterine myofibroma, also a granulated os 
uteri. The latter was attributed to the local ap- 
plications which had been made. The uterus 
was normal in position and was non-adherent; 
no glandular enlargements could be detected. 
Supra-vaginal amputation was performed, and 
during the procedure enlarged glands were dili- 
gently sought and none found. The cervix was 
not removed as it appeared free from evidence 
of disease, with the exception noted. The pa- 
tient made a rapid recovery from the operation, 
and went home within two weeks. 

Three weeks later she complained of right in- 
guinal pain, and palpation disclosed a chain of 
enlarged and infiltrated glands. Vaginal exam- 
ination revealed a thickened circular mass sur- 
rounding the anterior portion of the vagina, 
which felt like cartilage. The cervix was in about 


*Those interested in this subject should read the warenny by 
Stein (see Med. Rec., June 3rd, 1916) based upon a study of the 
literature anent the x-ray treatment of uterine myomata. Adverse 
opinions are quoted from the following authors: Klein, Fiessler, 
Singer, Fraenkel, v. Herff, Weisswange, Abel, v. Haberer, Iselin, 
Runge, Rubsamen, Kehrer, Futh, Doederlin, Lacaille, Strassmann, 
Kaufmann, Kaiser, Bretschneider, Hedinger, Shoemaker, Haenisch, 
Mackenrodt, Opitz, Koblanck, Kuntzoch, Walthard, Kustner, Be- 
o—. Zoellnes, Desplats, Klymens, Bumm, Eymer, enge, 
Jaendly, Wetterer, Reynaud, Nogier, Lacassagne, Albers-Schor 
berg, Matthei, de Bovis, Birdsall. 
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the same condition as before the operation. The 
patient refused further surgical treatment. She 
died six weeks after leaving the hospitai. I now 
believe had the cervix been removed along with 
the uterus, fatal termination might at least have 
been postponed for a longer period. 

Contrary to the views expressed by some of 
our strictly medical confreres, the medicinal 
treatment of uterine myofibroma merely repre- 
sents a delusion. Many drugs and combinations 


of medicinal agents have been recommended, and 


some of them have been faithfully tried by those 
who professed to believe in their efficacy; but 
the effect upon the neoplasm was shown for the 
most part to have been negligible. Various prep- 
arations of ergot, administered internally and in- 
jected subcutaneously, at one time inspired hope 
of marvelous beneficial effects; but the ultimate 
outcome failed to verify the refulgent promises 
portended. Electricity was likewise discarded as 
practically valueless after a rather extended trial 
by its advocates. 

There has been considerable debate concerning 
the most appropriate method of approach when 
dealing surgically with uterine myofibromata. 
Those who advocate vaginal enucleation, vaginal 
myomectomy by morcellement, and vaginal hys- 
terectomy, have had ardent followers; but in my 
opinion the vaginal method of approach can be 
justified in only a minimal percentage of in- 
stances, which may be interpreted to mean that 
it should be relegated to the position of surgical 
obscurity where indeed operations of this char- 
acter have always belonged. No argument thus 
far deduced in favor of vaginal approach in the 
surgical treatment of uterine myofibroma has 
seemed sufficiently convincing to induce a change 
in my opinion. 

Celiotomy with myomectomy, or with partial 
or complete hysterectomy, in accordance with 
indications which may be present in the individ- 
ual case, is the procedure of choice among sur- 
geons of ability and practical experience. The 
technique of aseptic celiotomy has been so sim- 
plified and is now so well understood that both 
the morbidity and mortality have been reduced 
almost to the vanishing point. As already inti- 
mated, in the majority of cases of uncomplicated 
myofibromata, supra-vaginal amputation will be 
productive of favorable results, and this method 
has the additional advantage of a markedly 
shortened period of convalescence compared with 
that following more extensive operations. How- 
ever, in complicated and late cases, especially 


where there is reason to fear malignant transfor- 
mation has already supervened, complete hys- 
terectomy should be the invariable rule. The 
patient is thus given the best chance of perma- 
nent cure. 

In young women the importance of conserv- 
ing the child-bearing function must not be un- 
derestimated, and this constitutes the most ra- 
tional argument in favor of myomectomy where 
the procedure is not incompatible with safety to 
the patient. The advisability of undertaking 
enucleation of the neoplasm with conservation of 
uterine integrity must be decided by the surgeon 
after the extent of the pathology has been deter- 
mined by visual inspection and digital examina- 
tion through the celiotomy wound. Even in 
young women where any serious doubt exists, 
it is the height of surgical wisdom to sacrifice the 
uterus rather than subject the patient to the dan- 
ger of almost certain future malignancy. How- 
ever, I do not wish to be understood as advocat- 
ing complete hysterectomy in child-bearing 
women unless there exist positive and definite 
indications therefor. 

Before closing this paper a few words may be 
permitted in regard to disposition of the tubes 
and ovaries where the uterus is removed. I wish 
to disagree in toto with those who advocate bi- 
lateral salpingo-dophorectomy in every instance 
where hysterectomy is performed, unless it can 
be demonstrated that the adnexa are involved in 
pathology which requires their removal in the 
interest of the patient. The temptation to exe- 
cute a brilliant operative procedure by making 
a complete excision is freely admitted, but this 
should not be allowed sufficient weight to preju- 
dice surgical judgment. Moreover, the impor- 
tance of the internal secretion of the ovary in 
maintaining physical and mental equilibrium of 
the human female must be accorded due consid- 
eration. Aside from all this is the well-known 
axiom that it is our duty to the patient to prac- 
tice. constructive and conservative surgery, 
rather than the performance of destructive and 
unjustifiable operations with the sacrifice of 
healthy structures merely to improve surgical 
statistics. 


CoNSCRIPTING THE FIr. : 

If conscription is to be fair, we must not put a premium 
on being physically unfit. We must not bring down the 
standard of the army to get more men, but we must raise 
the standard of the man so that he can pass the ex- 
amination, thereby doing our duty toward the man who 
has kept himself in good physical condition and making 
the other fellow go who has been exempted for some 
slight physical defect which might be very easily rem- 
edied.—Joun H. Quayie, M. D 


con- 
reat- 
pal- 
per- 
be- 
nent 
ewer 
med- 
cept- 
con- 
am- 
ooks 
per- 
yet 
ht to q 
Oved 
in in 
uter- | 

q 
nths. 
5 nor | 
nor 

smann, 
venisch, wi 
r, Be- 
Menge, 
Schon 
. } 


92 AMERICAN 
JourpNAL OF SURGERY. 


J=pITORIALS. 


AprRIL, 1918. 


American Journal of Surgery 


PUBLISHED BY THE 


SURGERY PUBLISHING CO. 


J. MacDONALD, Jr., M.D., President and Treasurer 
92 William St., New York, U. S. A. 


to whom all communications intended for the Editor, original 
articles, books for review, exchanges, business letters 
and subscriptions should be addressed. 


SUBSCRIPTION PRICE, ONE DOLLAR. 
FOREIGN, SIX SHILLINGS. 


Original Articles and Clinical Reports are solicited for publica- 
tion with the understanding that they are contributed exclusively 
for this journal, 

It is of advantage to submit typewritten manuscript; it avoids 
errors. 

CHANGE OF ADDRESS. Subscribers changing their address 
should immediately notify us of their present and past locations. 
We cannot hold ourselves responsible for non-receipt of the Journal 
im such cases unless we are thus notified. 

ILLUSTRATIONS. Half-tones, line etchings and other illus- 
trations will be furnished by the publishers when photographs or 
drawings are supplied by the author. 


[7 SPECIAL NOTICE TO SUBSCRIBERS = 
The “American Journal of Surgery” is never sent 
to any subscriber except upon a definite written order. 
Present and prospective readers please note this. 


WALTER M. BRICKNER, M.D., F.A.C.S., Editor 


New York, ApRIL, 1918. 


A NEW WAR MEDICAL JOURNAL. 

The publication of a new journal devoted to 
medicine is always a maker of interest, and when 
a government itself publishes one the occasion 
deserves particular comment. We are led to 
this remark by the receipt of the first number uf 
a journal entitled “Review of War Surgery and 
Medicine,” prepared and pubiished in the office 
of the Surgeon General, under the direction of 
Major M. G. Seelig. An editorial note says that 
“the Surgeon General has authorized a monthly 
issue of a limited number of pamphlets devoted 
to abstracts of war medical literature. ‘The pur- 
pose of these publications is threefold: First, to 
furnish the medical personnel abstracts of orig- 
inal papers of importance; second, to equip the 
various officers detailed as medical instructors 
with necessary information in short compass; 
third, to furnish a medium for the prompt publi- 
cation of reports which might otherwise not gain 
circulation, but which have special educational 
value.” 

The contents of the first number indicate a 
high degree of excellence both in the editorial 
work, its “make-up,” and in the fulfillment of its 
highly important usefulness. The journal is small 
octavo in size, contains 66 pages (obviously there 
are no advertisements), and shows capable proof 
revision. The number contains a number of 
collective abstracts devoted to war surgery, but 


subsequent issues, we are promised, wili contain 
abstracts devoted to internal medicine, laboratory 
medicine and the specialties. The first article is 
entitled “Surgery of the Zone of Advance,” writ- 
ten by Major George de Tarnowsky, and is based 
on personal observation. Flere is a description 
of the medical stations and hospitals in various 
sectors, with a detailed account of the activities 
ascribed to each station. Tarnowsky lays un- 
usual emphasis on the importance of the knowl- 
edge on the part of medical officers of the terrain 
to be occupied in a contemplated advance. The 
article is of most unconventional interest to the 
civilian physician and of fundamental import to 
the military surgeon. The succeeding article on 
“Gas Gangrene” is a splendid resumé of the 
extensive clinical and therapeutic observations 
that have been made in this war, including the 
frequent bacteriological and immunilogical work 
of Bull and Pritchett. A good bibliography com- 
pletes this abstract. A resumé of “trench foot” 
follows, written by Majors L. B. Wilson and W. 
J. Lyster. The‘issue ends with a paper entitled 
“General Principles Guiding the Treatment of 
Wounds of War.” This systematically outlines 
the conclusions adopted by the Interallied Surgi- 
cal Conference, held in Paris in March and May, 
1917. These rules comprise a veritable “war 
surgery” in a highly concentrated form. 

As far as we are aware, this is the first time in 
medical history that a government has under- 
taken to publish a medical journal, and it is a 
tribute to the discernment of the Surgeon Gen- 
eral and his staff that they saw the vast educa- 
tional possibilities of such a publication. We 
therefore bespeak for this youngest of our con- 
freres the greatest success. Copies may be ob- 
tained from the Superintendent of Documents, 
Government Printing Office, or from the office of 
the Surgeon General, for 10 cents. E. M. 


DISCHARGING MEDICAL RESERVE 
OFFICERS. 

It has been contended by certain earnest and 
not well-informed souls that there is no difference 
between the military and the civil practice of 
medicine. They blandly ignore the differences 
in the environment of’the patients, the regulated 
modes of life, on the one hand and the varied and 
unhygienic surroundings on the other. To them 
a wound is a wound and a disease a disease, no 
matter how acquired. Sanitation and the preven- 
tion of disease is a closed book, or, at the best, 
one very little read. The doctor, they maintain, 
is a healer who follows the armies to take care of 
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the wounded—one of these’ writers—we quote 
him from memory—says the foolishly wounded. 
It is the medieval camp follower idea grafted 
upon the more modern peace at any price theory 
—the more inefficient the sooner the peace— 
which from one angle is oniy too true. They 
decry as unnecessary the long course of training 
given our doctors who have gone to the camps, 
and scoff at the formality and “paper work” and 
at the so-called “red tape” of army medicine. 
Equally they are at variance with the policy that 
has failed to keep all and sundry who have offered 
themselves in the service. 

Most of the “red tape” so loudly abused by the 
critics is necessary for the supervision and main- 
tenance of discipline among a large number of 
men and for future reference. It is simply the 
application, in a field in which many of the 
critics have been doing rather loose and slipshod 
work, of the methods of organization and effi- 
ciency that these same critics so vociferously 
praise in big business enterprises, of which, inci- 
dentally, as medical men they can be assumed to 
have only superficial knowledge. 


Anyone who has had his training in or is con- 
nected with a hospital where there is an active 
acute service is fitted in the main to take his 
place in the military establishment. He is able 
to handle patients in large numbers, giving each 
one the proper care and best attention, withhold- 
ing nothing of comfort or need from any one ot 
them through hurry or inadvertence, without lost 
motions and without loss of time. Some men are 
by nature better equipped for this sort of service 
than are others, and they make perhaps the best 
military practitioners. Of those who have not 
had this training in civil life many can be taught. 
They come to see the reasons for what they are 
doing and why and get the proper attitude of 
mind. Others cannot, and it is this group that 
the Surgeon General has called “temperamentally 
unfit” and has relieved from active duty for the 
better safeguarding of the health of the troops. 
These surgeons and physicians, many of them 
excellent and keen practitioners at the bedside, 
cannot bring themselves to handle men in groups 
or to command their obedience and respect. It is 
no more the doctor’s fault that after years of 
practice at the bedside he cannot with minimum 
expenditure of time and effort be trained to do 
wholly unfamiliar work than it is the clerk’s or 
mechanic’s fault that he lacks the inherent apti- 
tude after he has joined the army to beccme an 
expert marksman. 

Those whose knowledge of medicine, aside 


must look to the morrow. 


from its application in their special field, is too 
limited to form a basis for instruction—in other 
words, the ignorant—are surely not wanted, and 
there has been a lamentably large number of 
practitioners in this country by courtesy of easy 
diplomas and lax licensing boards. These can be 
dismissed without discussion excepting to add 
that they are much sooner discovered under the 
military than under civil methods of practice. 
The profession must endorse the actions of the 
Surgeon General and, in the name of those who 
are obliged to stay at home, thank him for his 
keen discernment of potential powers and cour- 
ageous attitude in the interest and well-being of 
our military forces. kg Gm 


WHAT OF THE MORROW. 


With the great host of men now enlisted in the 
combatant forces in the U. S. Army, and with an 
expansion by an additional 800,000, as reported, 
by the end of 1918, and with only sufficient med- 
ical officers at the present time to adequately 
conserve the interest of those now enlisted, we 

It is not only the service cf the young doctor 
full of the vigor of life that the Surgeon General 
requires, but those of mature years (up to 55), 
ripe in the experiences of civil practice and 
trained in all branches of medicine and surgery, 
that are so necessary to build up an evenly bal- 
anced and serviceable Medical Corps for the va- 
rious departments, such as general hospitals, base 
hospitals, cantonments, sanitary corps, etc. 


The broader the experience in medicine and 
surgery the greater will be the service rendered 
as a member of the Medical Reserve Corps, but 
to compel the Surgeon General to wait until such 
a time as dire urgency makes it necessary to beat 
the drums for the required number, as in ’98, will 
seriously handicap the Medical Department of 
the United States Army and prove a menace to 
the lives of those who have so willingly come for- 
ward and offered their all in the cause of liberty 
and true democracy. 

Voluntary mobilization of the entire profession 
within the Medical Reserve Corps, yet each doc- 
tor continuing his civil duties until called, seems 
to be the ideal solution of the problem of pro- 
viding a sufficient number of experienced medical 
officers to take care of all of the requirements 
and expansion as they arise in the various depart- 
ments under the command of the Surgeon Gen- 
eral. 

We must all realize by this time that we are in 
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this war to the finish and the end is a long way 
off. With millions of men to be further called to 
the colors, the services of thousands of doctors 
must be placed at the command of the Surgeon 
General when needed, and the voluntary mobili- 
zation of the entire profession of the United 


States will enable him to call those most suited for _ 


a particular assignment where they will be of the 
greatest service to their country and to themselves. 


Again we would mention that this complete 
mobilization of the entire profession does not 
mean that you are going to be immediately called 
into the service, but it will provide for what is so 
urgently needed and what the Surgeon General 
must have, a large force of Medical Reserve offi- 
cers upon whom to call as requirements demand. 


The greatest evidence to the world of the 
patriotism of the medical professon of the United 
States would be voluntary mobilization. While 
the services of all could not be used with the com- 
batant force, the demand for experienced doctors 
in base hospitals and general hospitals must be 
provided for, not overlooking the interest of the 
civilian populace. 

Let us prove to the world the patriotism of the 
medical. profession by voluntary mobilization, 
which in itself would best express to our enemy 
the determination of this great, earnest and much 
needed body of men, not overlooking the fact that 
such an act would accord anything but aid and 
consolation to those who are now seeking to 
destroy liberty and true democracy. MacD. 


AN INTER-ALLIED SURGICAL SOCIETY. 


It was agreed at a meeting held in Paris on 
November 3, 1917, of delegates of the Interna- 
tional Surgical Society from Belgium, France, 
Great Britain, Serbia and the United States of 
America, that: 


1. The International Surgical Society be dis- 
solved after the publication of the Volume of 
Transactions of the Meeting held at New York 
City, April 14, 1917. Should any money remain 
after the publication of the Volume, such money 
will be divided pro rata among members, Each 
member of the Austro-German group will receive 
his share; but the money belonging to members 
from other nations will be retained and applied 
to some object of scientific reparation in Belgium. 


2. A new society will be created after the war 
on a similar basis, to be called the “Inter-Allied 
Surgical Society.” Surgeons of neutral countries 
_may also be elected members.” 


Surgical Sociology 


Ira S. Wile, M.D., Department Editor. 


A VoLUNTEER MEDICAL SERVICE CoRPs. 


In order to complete the mobilization of the 
medical and surgical resources of the country 
the Council of National Defense has authorized 
and directed the organization of a Volunteer 
Medical Service Corps. It has been recognized 
that many physicians possess slight infirmities 
or are beyond the age limit—55 years—permitting 
active medical. service, but are nevertheless 
capable of assisting the Government in numerous 
ways for public and institutional service. The 
patriotism of the profession seeks for methods of 
expression, and an opportunity is thus afforded 
for all reputable physicians and surgeons who are 
ineligible for membership in the regular officers’ 
reserve corps. 

It is intended that this new corps shall be a 
mobile squadron capable of being diverted to 
meet such civil and military needs as are not 
already provided for. Its functions in general 
will be to assist in the maintenance of the health 
of the people at home with as great, if not greater, 
efficiency than that existent during peace times. 
While thousands of physicians are devoting 
themselves to the satisfaction of the demands of 
field and hospital service for military forces, the 
members of the Volunteer Medical Service Corps 
will give their time to hospitals, medical teaching, 
laboratory work, the examination of drafted 
soldiers, the reclamation of those rejected because 
of comparatively slight physical defects, conserv- 
ing the health of the families and dependents of 
enlisted men, and the preservation of sanitary 
conditions throughout the country. The very 
strains upon the medical talent of the country 
arising from the depleted medical forces remain- 
ing for civil life accentuate the necessity for an 
organization of the character indicated. 

The principal measures of service will be gra- 
tuitous, but the service will be rendered only in 
response to a request of the Surgeon General of 
the Army, the Navy, or the Public Health Serv- 
ice or the head of some other duly authorized 
department or association charged with respon- 
sibility for the welfare of civil communities. 

While lives are being offered freely, there is 
no reason to believe that there will be any hesi- 
tancy on the part of physicians to enroll them- 
selves for the giving of their time, thought, and 
energy in behalf of the public weal. 
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Any qualified practitioner, intending to join, 
shall apply by letter to the Secretary of the Cen- 
tral Governing Board, Dr. William F. Snow, 
Washington, D. C., who will send the applicant 
a printed form, the filling out of which will per- 
mit ready classification according to training and 
experience. The final acceptance to membership 
will be by the National governing body. 


In any war-winning program the needs of the 
entire community must be considered. It should 
be a source of honor to the profession that a con- 
siderable responsibility devo!ves upon it for the 
maintenance of national health. Only by mobi- 
lizing the entire medical profession can this task 
be accomplished successfully and with an equitable 
distribution of duties. 


Now is the time for physician and surgeon to 
give evidence of his loyalty to the ideals of his 
profession and to give tangible expression to his 
willingness to rally to the support of our national 
welfare. There should be no difficulty in de- 
veloping a Volunteer Medical Service Corps, 
which will reflect credit and distinction upon the 
individuals comprising it and the nation it serves. 


Book Reviews 


A Clinical Treatise on Diseases of the Heart. For the 
General Practitioner. Epwarp E. Ph.B., 
M.D., Attending Physician, Williamsburgh and Nor- 
wegian Hospitals; Consulting Physician, Bethany 
Deaconesses’ Hospital; Formerly Professor of Medi- 
cine., Brooklyn Post-Graduate Medical School. Octavo, 
127 pages. New York: Regman Company, 1917. 
$1.50. 


The study of cardiology has developed so rapidly that 
the literature in its vastness tends to overcome the gen- 
eral practitioner, desirous of keeping pace with the tech- 
nical investigations of heart action. Cornwall has com- 
piled a brief book aiming to be practical and hence, little 
attention is bestowed upon various theories underlying 
cardiac action. The field of diagnostics recognizedly is 
of the utmost importance, but the most modern work deal- 
ing with such topics as cardiac arrhythmias is given inade- 
quate attention. 


Much of the subject matter consists of material which 
had already appeared in published articles by the author, 
without the degree of expansion, desirable in a volume 
devoted to this subject. 


To discuss the entire field of prophylaxis in less than 
4 page, in the light of its significance at the present time, 
is entirely inadequate and unsatisfactory. 


The field of therapeutics is covered in forty pages, but 
with a degree of indefiniteness, in many instances, that 
adds little to the knowledge of the general practitioner 
seeking enlightenment. 


The author recognizes that he has prepared neither an 
exhaustive treatise nor a digest or compendium.’ It is 
difficult to classify the field of usefulness of this volume 
for its claims to a wide reading public, save its brevity 
and attempt at practicality. 


An International System of Ophthalmic Practice. 
Edited by Watter L. Pyte, A.M., M.D., Philadelphia, 
Member of the American Ophthalmological Society. 
Medical Ophthalmology, by ArNnotp Kwnapp, M.D. 
Professor of Ophthalmology, Columbia University; 
Executive Surgeon, Herman Knapp Memorial Eye 
Hospital.. With thirty-two illustrations. Philadel- 
phia: P. Biraxiston’s Son & Co. 


This is the second volume of a seven volume system. 
The other volumes are: Ophthalmic Therapeutics, A. 
Darler; Ophthalmic Diagnosis, Charles H. Beard, M.D.; 
Pathology and Bacteriology of the Eye, Edward Treacher 
Collins, F.R.C.S., and M. S. Mayou, F.R.C.S.; Affections 
of the Orbit and Accessory Cavities, Christian R. Holmes, 
M.D.; Examination and Refraction of the Eye and Eye- 
strain, Walter L. Pyle; Ophthalmic Surgery, Walter B. 
Lancaster, M.D. 

The volume deals with the relations between ophthal- 
mology and the other branches of medicine and surgery 
and, to quote the author, “these relations are today closer 
than ever—the aim of this book has been to give the 
essential of what is known, of these relations.” 

The first part of the book is a chapter on the anatomy 
of that part of the nervous system that has to do with 
sight and the movements of the eyes. The mechanism of 
nystagmus as described by Barany is briefly discussed. 
The diseases of the nervous system in their relation to 
ocular changes are handled in detail; the portions on 
meningitis and brain tumor are of special interest. 

The chapter on poisons and the one on the infectious 
diseases should appeal to the practitioner because of their 
inherent interest and because they suggest possibilities of 
diagnosis that he is apt to overlook. There is a very 
instructive section on ocular tuberculosis. 

While the book is written from the standpoint of the 
ophthalmologist, it is also an excellent book for the in- 
ternist and will likewise remind him of the possible eye 
complications that he might be prone to forget in their 
earlier and less patent manifestations. 

Manual of Splints and Appliances for the Medical De- 
partment of the United States Army. Compiled by 
the following board: Lizut.-Cot. Witt1Am L. KELLER, 
M.C., Major Rosert B. Oscoop, M.R.C., Major ALEx- 
ANDER Lampert, M.R.C., Major JosepH A. BLAKE, 
M.R.C., Captain W. S. Baer, M.R.C., and Caprain 
NATHANIEL ALLISON, M.R.C. New York: Oxrorp 
University Press, 1917. 


This manual is of pocket size, designed for the use of 
medica! officers in field and hospital and explains in de- 
tail the reasons for using these appliances and the 
methods of their application. A few splints only are de- 
scribed, which by experience have been found to be thor- 
oughly sufficient and efficient in the wounds which are 
encountered in the present war. The manual does not 
include any of the appliances which may be found neces- 
sary in the reconstruction hospitals. 


Medical Research and Human Welfare. A record of 
personal experiences and observations during a pro- 
fessional life of 57 years, by W.-W. Keen, M.D., LL.D. 
(Brown), Emeritus Professor of Surgery, Jefferson 
Medical College, Philadelphia. Duodecimo, 160 pages. 
HoucHton Co. 


The book comprises a series of lectures delivered un- 
der the Colver foundation at Brown University. The 
discourses concern more of the recent discoveries in 
medicine, including Pasteur’s researches, typhoid fever, 
tuberculosis, malaria, most of the other infectious dis- 
eases, the organs of internal secretion, anesthesia, an- 
tisepsis, etc., etc. As popular lectures, these are models 


of their kind and are full of the charm of diction and 
rich personal reminiscence for which Dr. Keen is to justly 
noted. 
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Progress in Surgery 


A Résumé of Recent Literature. 


Fractures of the Neck of the Femur. Wutis C. Camp- 
BELL, The Journal of the Tennessee State Medical Asso- 
ciation, February, 1918. 

; The causes of non-union of these fractures are as. fol- 

ows: 


1. Faulty mechanics—the ordinary splinting methods do. 
not meet one single mechanical requirement. 

2. Failure in diagnosis until primary union cannot be 
expected. 

3. Depletion of the blood supply of the head, leaving 
only a small vessel through the ligamentum teres. 
4, Syphilis. 

5. Too early weight bearing. 

6. Difficulty of aligning the skort fragment in a fracture 
into a joint. 

7. The synovial fluid has a tendency to prevent callus 
formation. 

8. The psoas muscle may be caught between the frag- 
ments. 

The Whitman method of treatment is the superior one, 
_— occasionally good results are obtained with any 
method. 


What Are the Real Results of Arthroplasty? M. S. 
HENvDERSON. American Journal of Orthopedic Sur- 
gery, January, 1918. 


Statistics, including arthroplasties on all joints as a 
whole, and stating percentages, are unreliable. Each joint 
must stand on its own merits for arthroplastic procedures. 
The jaw, elbow, and hip joints, in the order named, give 
the highest percentage of good results. The knee and 
ankle give the poorest results and should be subjected to 
operation only after very careful consideration. 


Septicemia as a Complication of Gunshot Wounds. 
H. M. Anverson and G. Ricuarpson. British Journal 
of Surgery, January, 1918. 


Blood infection occurs more frequently in patients with 
gunshot wounds than is usually supposed. This may be 
due to a diversity of organisms and the clinical manifesta- 
tions may be few or trivial. The tendency to natural cure 
is strong. The following types of cases are especially 
worth investigation from a bacteriological standpoint. 

1. Cases with wounds grossly infected with the gas 
bacillus. 

2. Cases exhibiting anemia and emaciation with wounds 
of the cadaveric type. 

3. All cases with delirium, apart from those in which 
the position of the wound is such that the condition is 
intelligible. 

4. Cases with temperature which is not accounted for by 
the state of the wound. 


Removal of a Rifle Bullet from the Cerebellum. 
GEOFFREY JEFFERSON. British Journal of Surgery, 
January, 1918. 


A case is described with the object of illustrating the 
spontaneous movement of a bullet in the brain. The lat- 
ter is attributed to the following factors: the action of 
gravity; local brain softening around the bullet or abscess 
formation; pulsation, of the brain tissue. The twisting 
or version of the bullet is due to the following: unequal 
softening around the projectile; uneven weight distribu- 
tion of the bullet itself; encounter with a leash of blood- 
vessels which would deflect the course of the bullet. 


Gunshot Wounds of the Knee-Joint: A report of 100 
consecutive cases. E. Tisstncton TatLow. British 
Journal of Surgery, January, 1918. 


_Early operation, if the procedure be radical, and espe- 
cially if the entire capsule can be sutured, results, in 94 
per cent of the cases, in a sterile joint, and, therefore, in 
a successful issue. Where a drain is used down to a 
tear in the capsule or to a cavity in bone, the results cai 
never be depended upon. , 


The removal of missiles from the joint within the first 
week, even in the presence of sepsis—other than that due 
to streptococci—can be followed by immediate suture, 
“bipp,” being used to aid sterilization. 

The Carrel-Dakin method is most useful for the treat- 
ment of bone lesions or periarticular conditions. It is 
almost impossible to sterilize a severely infected joint by 
this method. 

In the presence of a general streptococcus infection of 
a joint, resection gives good results, even when performed 
during the second or third week. 

Cases with severe bone injury should be treated more 
often than they are by an immediate primary resection of 
the joint at the clearing station. 


The Treatment of Infected, Suppurating War Wounds. 
RuTHERFORD Morrison, The International Journal of 
Surgery, February, 1918. 


The principle which underlies Morrison’s method of 
treating war wounds is to get to the bottom of the wound 
so that it can be thoroughly cleansed mechanically, after 
which suitable antiseptics can be applied. With such treat- 
ment the wound then can be suturcd immediately, and with 
impunity, and immediate healing follows in a large per- 
centage of the cases. 

The technic is as follows: Under guidance of the eye 
and finger the wound is widely opened and cleansed me- 
chanically with gauze, knife or spoon; foreign bodies are 
removed. Attcr mopping with mctiyiated spirit the wound 
is filled with “bipp,’ which is thoroughly rubbed in; the 
excess is removed. 

This method is also applicable to fractures. The end 
results in a considerable proportion are even yet not suff- 
ciently good to satisfy the most moderate surgical ambition. 


Coagulen (Kocher-Fonio). H. K. Bonn, The Journal of 
_ State Medical Association, October 15, 


Coagulen is a substance prepared from blood; it con- 
sists solely of blood platelets and is rich in thrombokinase, 
an essential and important part in the mechanism of blood 
coagulation. 

For use the coagulen powder is dissolved in sterile 
normal saline solution boiled for three minutes. Fonio 
states it is never necessary to employ any solution stronger 
than 5 per cent. This preparation deteriorates when older 
than one day. For intravenous use the solution should be 
filtered and made up to a 3% per cent. strength, the 
amount injected may range from 30 to 70 cc. Not more 
than five grains of the coagulen are to be employed at any 
time. (When administered orally, the preparation five to 
ten grains is dissolved in milk or tea.) There is no dan- 
ger of embolism or thrombosis, Fonio claims, but never- 
theless he cautions against its use when the patient has 
impaired vascular walls. 

Its best indication is in local hemorrhages. Bonn dis- 
cusses the many surgical situations where this preparation 
is especially valuable when the surgeon can apply or spray 
coaguien directly to the bleeding area. He outlines eight 
cases in which coagulen was of definite help. 


Tuberculosis of the Thyroid. Roscoz E. Mostman, Sur- 
gery, Gynecology and Obstetrics, June, 1913. 


Tuberculosis of the thyroid is not as uncommon as is 
generally supposed. Mosiman reports eight cases from 
the Crile Clinic. Since goiter is treated surgically it has 
become established that, the tubercle in the thyroid is not 
infrequently secondary to some healed or unhealed pri- 
mary focus. The tubercular process is associated with 
other pathology of the gland as hyperplasia, pure colloid 
goiter, adenomatous goiters, sarcomata or any combina- 
tion of these conditions. 


On the Treatment of Yaws by Salvarsan and Allied 
Remedies. ve Borsstere, Fiji. Edinburgh 
Medical Journal, October, 1917. 


The author concludes that it is safe to say that yaws 
could be completely eradicated in Fiji if each patient weré 
to receive at least two or three injections of salvarsan. 
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